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Abstract
Background  and  objectives: The  perception  of  quality  of  life  (QoL)  in  people  over  65  years  of
age can  be  affected  by  individual  clinical  and  sociodemographic  characteristics,  and  also  by
the nature  of  the  welfare  models  in  place  in  particular  countries.  The  objective  of  this  study
was to  compare  the  association  between  clinical/sociodemographic  variables  and  QoL  in  people
≥65 in  samples  from  Spain  and  from  Central-Northern  European  countries,  using  data  from  the
SHARE (Survey  of  Health,  Ageing  and  Retirement  in  Europe)  study.
Methods:  Data  from  22,189  participants  in  Wave  5  (2013)  of  the  SHARE  study  were  obtained.
Instruments:  CASP-12  (quality  of  life)  and  EURO-D  (depression).  Statistical  analysis:  Bivariate
and multiple  linear  regression  and  correlations.
Results:  In  the  regression  analysis,  the  variables  most  closely  associated  with  a  lower  QoL
(CASP-12) in  both  groups  (Spain,  r2 =  0.586  and  Central-Northern  Europe,  (r2 =  0.453)  were  high
depression  (ˇ  =  0.444  vs.  0.361),  poor  physical  health,  economic  difﬁculties,  and  deﬁcits  in
activities  of  daily  living  (ADL);  low  level  of  education  was  relevant  only  in  the  Spanish  sample.
The mean  QoL  score  in  Spain  was  lower  than  in  the  other  countries  (34.8  ±  6.8  vs.  38.5  ±  5.8,
p <  0.001;  d  =  0.58)  and  depression  was  more  frequent  (34.9%  vs  27.4%,  p  <  0.001;  V  =  0.06).
Conclusions:  In  all  countries,  low  QoL  was  associated  with  high  rates  of  depression  and  poor
physical health.  The  Spanish  sample  had  lower  QoL  than  their  Central-Northern  European  coun-
terparts. A  high  rate  of  depression  was  the  most  relevant  differential  variable.
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ntroduction
s  the  population  ages  due  to  the  increase  in  life  expectancy
nd  the  reduction  in  birth  rates,1 the  health  status  of  the
lderly  and  their  quality  of  life  (QoL)  have  become  issues  of
articular  importance.2
In  old  age,  many  aspects  of  health  or  everyday  liv-
ng  take  on  a  special  relevance,  often  for  the  ﬁrst
ime  in  an  individual’s  life:  for  example,  physical  health,
unctional  status,3--6 relationships  and  social  support,7--10
dequate  ﬁnancial  resources,11--13 satisfaction  with  life,14--16
resence  of  depression,17--23 age,  gender  and  marital
tatus.13,24--33 The  present  study  sets  out  to  analyze
he  aspects  speciﬁcally  associated  with  QoL  in  older
dults.
Generally  speaking,  characteristics  of  aging  such  as
oorer  physical  health  and  greater  difﬁculties  in  activities
f  daily  living  (ADL)3--5 tend  to  have  a  negative  effect  on
evels  of  well-being.24 Nevertheless,  several  authors  argue
hat  a  healthy  lifestyle  including  regular  physical  exer-
ise  and  engagement  in  leisure  activities  can  raise  levels
f  QoL  in  older  adults,  while  at  the  same  time  attenuat-
ng  possible  depressive  symptoms.17,19--21 For  its  part,  social
upport  can  also  mitigate  depressive  symptoms  by  favor-
ng  increased  QoL,9 which  is  associated  with  higher  life
atisfaction.14,16
As  regards  gender,  several  studies  have  found  that  women
enerally  report  lower  QoL  than  men.3,26--31 Gender  also
ffects  the  experience  of  widowhood,  suggesting  that  there
re  complex  couple  dynamics  that  mediate  the  relationship
etween  marital  status  and  QoL.32,33
It  has  been  proposed  that  socioeconomic  status  does  not
ffect  QoL  in  the  elderly,  but  that  higher  educational  level  is
ssociated  with  greater  well-being.34 However,  other  stud-
es  maintain  that  both  aspects  inﬂuence  the  perception  of
oL,11--13 while  still  others  propose  a  relation  between  QoL
nd  employment  status.35,36
Comparing  levels  of  QoL  in  different  geographical  sett-
ngs,  some  research  suggests  that  the  variations  between
ountries  depend  more  on  the  degree  of  cohesion  of  a par-
icular  society  than  on  its  level  of  wealth  and  resources.37
ther  studies,  however,  claim  the  opposite,  suggesting  that
oL  in  older  adults  is  higher  in  states  with  more  generous
elfare  systems.38,39
The  countries  of  Eastern  and  Southern  Europe  are
haracterized  by  greater  limitations  in  social  beneﬁts,
reater  economic  inequalities  and  a  lower  QoL  than  in
entral  and  Northern  Europe  countries.40 As  QoL  is  sim-
lar  in  Spain  and  in  the  other  countries  of  Southern  and
astern  Europe,39 we  thought  it  would  be  interesting  to
ontrast  the  characteristics  of  the  Spanish  sample  with
amples  from  Central  and  Northern  European  countries
nd  to  try  to  identify  the  variables  that  were  most
esponsible  for  the  marked  differences  between  these  pop-
lations.
Thus,  the  objective  of  this  study  was  to  analyze  andPlease  cite  this  article  in  press  as:  Portellano-Ortiz  C
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ompare  the  relationship  of  clinical  and  sociodemographic
ariables  with  QoL  in  the  over-65s  in  Spain  and  in  the  Central
nd  Northern  European  countries  participating  in  the  SHARE
tudy. PRESS
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ethod
esign  and  study  population
he  data  used  were  taken  from  Wave  5  of  the  Survey  of
ealth,  Ageing  and  Retirement  in  Europe  (SHARE)  study,  held
n  2013.  This  multidisciplinary  and  transnational  study  of  14
uropean  countries  and  Israel  recorded  information  on  the
ealth,  socioeconomic  status,  social  and  family  networks  of
on-institutionalized  elderly  people.41,42
The  present  cross-sectional  study  compared  the  data
ecorded  in  SHARE  for  the  Spanish  sample  with  the  sam-
les  from  Northern  and  Central  European  countries.  The
nal  sample  comprised  3355  participants  over  65  years  in
pain  and  18,834  from  Central  Europe  (Switzerland,  Luxem-
ourg,  Austria,  Germany,  Belgium  and  France)  and  Northern
urope  (Denmark,  Netherlands  and  Sweden)  all  countries
ith  welfare  models  that  present  better  indicators  than
pain.43
ariables  and  Instruments
)  Sociodemographic  data. Data  regarding  age  (classiﬁed
into  age  groups:  65--69  years,  70--74  years,  75--79  years,
≥80  years),  gender,  marital  status  (married,  single,
divorced,  widowed)  and  educational  level  (0--5  years
of  schooling,  6--8  years,  9--12  years,  >12  years)  were
recorded.
)  Socioeconomic  data. Employment  status  (retired,  home-
maker,  in  employment,  unemployed/disabled)  and  difﬁ-
culties  making  ends  meet  (with  great  difﬁculty,  with  some
difﬁculty,  fairly  easily,  easily)  were  recorded.
)  Exercise  and  activities.  The  performance  of  physical
exercise  and  engagement  in  individual  or  social  activities
was  assessed.
) Physical  health. Physical  health  (very  good,  good,  fair,
poor)  and  difﬁculties  with  ADL  (none,  1--2,  >2),  were
evaluated.
)  Depressive  symptoms.  The  EURO-D  scale  was  used  to
assess  depression.  This  scale  comprises  12  items  (pres-
ence  of  depressive  symptoms,  pessimism,  death  wishes,
guilt,  irritability,  tearfulness,  fatigue,  sleep  problems,
loss  of  interest  and  appetite,  reduced  concentration  and
loss  of  the  capacity  of  enjoyment  in  the  last  month),  using
a  cut-off  point  for  clinically  signiﬁcant  depressive  sym-
ptomatology  of  ≥4.44,45 The  answers  were  dichotomous
(yes/no)  and  the  ﬁnal  score  ranged  from  0  to  12  points,
with  higher  scores  indicating  more  depressive  symptoms.
Cronbach’s  alpha  in  the  Eurodep  Study46 was  moderate,
between  0.61  and  0.75,  while  in  the  present  study  it  was
0.71.
)  Quality  of  life  (QoL). The  CASP-12  scale  (Control,  Auton-
omy,  Pleasure  and  Self-realization),41,47 the  shortened
version  of  the  original  CASP-19  scale,48 was  designed,  et  al.  Depression  and  variables  associated  with
e.  Data  from  SHARE  2013.  Eur.  J.  Psychiat.  2017.
speciﬁcally  for  use  in  SHARE  (CASP-12  v.1).49 The  scale
is  composed  of  12  items  covering  four  areas  (control,
pleasure,  autonomy  and  self-realization),  which  are  eval-
uated  on  a 4-point  Likert  scale.  The  score  range  is  12--48
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Depression  and  quality  of  life  in  Spain  and  Europe  
points;  QoL  is  rated  as  low  (<35  points),  moderate  (35--37
points),  high  (38--39  points)  and  very  high  (>39  points).48
Cronbach’s  alpha  was  0.84  in  the  analysis  of  the  psycho-
metric  properties  of  the  scale,48 and  0.80  in  the  present
study.
Procedure
The  information  was  compiled  during  a  90-min  interview  at
the  participant’s  home  which  included  questions  about  phys-
ical  health,  risk  behaviors,  cognitive  performance,  mental
health,  employment  and  pension,  family  and  social  relation-
ships,  ﬁnancial  issues,  housing,  family  income,  consumption,
activities  and  expectations.41,47
Statistical  analysis
A  descriptive  study  of  the  clinical  and  sociodemographic
characteristics  of  the  sample  was  performed  using  means
and  standard  deviation  for  continuous  variables  and  fre-
quencies  for  categorical  variables.  The  contrasts  of  the
categorical  variables  were  performed  using  the  Chi-square
test  and  those  of  the  continuous  variables  using  Student’s  t
and  F  (ANOVA).  Data  from  the  Spanish  sample  were  com-
pared  with  those  from  their  Central-Northern  European
counterparts.
To  complement  the  signiﬁcance  assessment,  the  effect
size  of  the  differences  was  calculated.  For  the  difference
between  two  means,  we  used  Cohen’s  (d),  whose  values
indicated  weak  (<0.5),  moderate  (0.5--0.8)  or  strong  (>0.8)
effects,50 and  between  several  means,  the  eta  squared  (2),
which  identiﬁes  weak  (<0.05),  moderate  (0.06--0.13)  or
strong  (>0.13)51 effects.  To  evaluate  the  effect  size  of  the
differences  in  categorical  variables,  we  used  the  Cramer
V  (V)  whose  values  depend  on  the  degrees  of  freedom
(df  1 =  weak:  ≤0.10,  moderate:  0.11--0.49,  strong:  ≥0.50;
df  2  =  weak:  ≤0.07,  moderate:  0.08--0.34,  strong:  ≥0.35;  df
3  =  weak:  ≤0.06,  moderate:  0.07--0.28,  strong:  ≥0.29).50
To  identify  the  inﬂuence  of  the  independent  variables  on
the  QoL  in  the  Spanish  and  Central-Northern  European  sam-
ples,  two  adjusted  multiple  linear  regression  analyses  were
performed  in  which  all  the  variables  were  introduced  in  a
single  step.  The  coefﬁcient  of  contribution  (CC)  of  each  vari-
able  was  calculated  according  to  the  solution  suggested  by
Guilford  &  Fruchter52:  beta  coefﬁcient  ×  correlation  coefﬁ-
cient  (Pearson)  with  the  dependent  variable.
Finally,  to  assess  the  main  indicators  of  QoL  and  depres-
sion  in  Central  and  Northern  Europe,  each  country  partici-
pating  in  the  study  was  analyzed  individually,  assessing  the
mean  scores  of  CASP-12  and  EURO-D,  the  frequency  of  scores
≥4  on  the  EURO-D  and  the  correlations  between  the  CASP-Please  cite  this  article  in  press  as:  Portellano-Ortiz  C
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12  and  the  main  variables.  Correlations  were  assessed  using
the  Pearson  coefﬁcient,  whose  values  indicate  weak  (<0.35),
moderate  (0.35--0.50)  and  strong  (>0.50)53 effects.
In  all  the  analyses  population-weighted  data  was  used,
with  the  weights  provided  by  SHARE  in  the  speciﬁc  module
‘‘gv  weights’’,  which  compensate  for  the  unequal  selection
probabilities  of  the  population  parameters.42
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The  level  of  statistical  signiﬁcance  for  the  contrasts  of
ypotheses  was  0.05.  Statistical  analysis  was  performed
sing  SPSS  v22.0  for  Windows  (SPSS  Inc.,  Chicago).
esults
linical  and  sociodemographic  data  of  the  sample
he  study  population  consisted  of  22,189  participants,  with
 mean  age  of  74.9  ±  7.1  years.  Women  comprised  53.5%  of
he  sample,  67.8%  of  participants  were  married  and  19.6%
ere  widowed;  most  were  retired  (86.9%),  20.9%  had  difﬁ-
ulties  making  ends  meet,  49.8%  took  some  physical  exercise
nd  86.4%  engaged  in  some  individual  and/or  social  activity.
able  1  shows  the  clinical  and  sociodemographic  data  for  the
panish  and  Central-Northern  European  samples.
The  greatest  differences  between  the  samples  were  in
evel  of  education;  the  Spanish  sample  had  fewer  years
f  schooling  than  their  Central-Northern  European  counter-
arts  (≤8  =  69.9%  vs.  26.4%,  V  = 0.43).  The  percentage  of
etired  people  was  lower  in  Spain  (65.2%  vs  91.8%,  V  =  0.33).
he  Spanish  sample  reported  more  economic  difﬁculties
45.6%  vs.  20.2%,  V  =  0.25),  and  lower  levels  of  participa-
ion  in  individual  and/or  social  activities  (56.8  vs.  92.1%,
 =  0.38).
As  regards  depression,  the  mean  overall  EURO-D  score
n  Spain  was  2.9  ±  2.7  points,  with  34.9%  of  the  sample
resenting  clinically  signiﬁcant  depressive  symptomatology
≥4).  In  the  Central-Northern  European  sample  the  mean
core  was  2.4  ±  2.1  points,  and  clinically  signiﬁcant  depres-
ive  symptoms  were  found  in  27.4%.
As  for  QoL  (measured  by  CASP-12),  the  mean  overall
cores  were  34.8  ±  6.8  in  Spain  and  38.5  ±  5.8  in  Central-
orthern  Europe  (p  <  0.001,  d  = 0.58).
ariables  associated  with  speciﬁc  levels  of  QoL
he  bivariate  analysis  (Table  2)  indicated  lower  levels  of  QoL
ith  higher  ages  in  both  samples,  with  a  moderate  effect
ize  in  Spain.  As  for  gender,  women  had  lower  QoL  in  both
roups,  as  did  the  widowed  participants  in  Spain  and  the
on-married  participants  in  Central-Northern  Europe.  How-
ver,  the  results  showed  a  weak  effect  size.
Less  schooling  was  associated  with  a  lower  QoL,  with  a
oderate  effect  size  in  Spain,  as  was  being  unemployed  or
isabled.  In  Central  and  Northern  Europe,  lower  QoL  was
lso  associated  with  less  schooling  (≤8  years)  and  unem-
loyment,  although  in  this  group  the  effect  sizes  were  not
igniﬁcant.
In  both  samples,  engaging  in  individual  or  social  activities
nd  taking  physical  exercise  were  associated  with  a  higher
oL,  with  moderate  effect  sizes.
The  variables  with  the  most  negative  inﬂuence  on  the,  et  al.  Depression  and  variables  associated  with
e.  Data  from  SHARE  2013.  Eur.  J.  Psychiat.  2017.
erception  of  QoL  were  economic  difﬁculties,  ADL  deﬁcits,
hysical  health  and  depression,  which  all  presented  strong
ffect  sizes.  Effect  sizes  were  always  higher  in  the  Spanish
ample.  The  complete  results  are  shown  in  Table  2.
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Table  1  Clinical  and  sociodemographic  data  of  the  sample.
Spain  Europe
(C  &  N)
n =  3.355  n  =  18.834
Age
Mean (SD)  74.9  (7.1)  74.9
(7.1)
Range 65-104  65--102
t(p) df;  d (<0.001)  1;  0.00
Age, groups,  %
65--69  years 30.5  27.8
70--74 years 19.6  25.5
75--79 years  23.0  19.7
≥80 years  26.9  27.0
2(p)  df;  V  (<0.001)  3;  0.05
Gender,  %
Men  43.3  43.4
Women  56.7  56.6
2(p)  df;  V  (<0.001)  1;  0.00
Marital  status,  %
Married  61.5  62.5
Widowed  26.4  23.3
Single 8.8  4.9
Divorced  3.3  9.3
2(p)  df;  V  (<0.001)  3;  0.10
Educational  level,  groups,  %
0--5 years  39.5  5.6
6--8 years 30.4  20.9
9--12 years  17.6  41.8
>12 years 12.5  31.7
2(p)  df;  V (<0.001)  3;  0.43
Employment  status,  %
Retired  65.2  91.8
Housework  30.4  5.3
Working  1.4  2.4
Unem./Disabled  3.0  0.5
2(p)  df;  V  (<0.001)  3;  0.33
Economic  difﬁculties,  %
Great  difﬁculty  15.0  3.7
Some difﬁculty  30.6  16.6
Fairly easily  30.5  31.4
Easily 23.9  48.3
2(p)  df;  V  (<0.001)3;  0.25
Exercise,  %
Yes  33.5  48.3
No 66.5  51.7
2(p)  df;  V  (<0.001)  1;  0.11
Activities,  %
No  43.2  7.9
Yes 56.8  92.1
2(p)  df;  V  (<0.001)  1;  0.38
Table  1  (Continued)
Physical  health,  %
Very  good  12.4  18.1
Good 35.2  39.7
Fair 32.7  31.3
Poor 19.7  10.9
2(p)  df;  V (<0.001)  3;  0.11
ADL difﬁculties,  %
No  79.8  81.6
1--2 9.3  10.9
>2 10.9  7.5
2(p)  df;  V  (<0.001)  2;  0.04
EURO-D
Range  0--12  M
(SD)
2.9  (2.7)  2.4  (2.1)
t(p) df;  d  (<0.001)  1;  0.19
Cut-off  point,  %
<4  65.1  72.6
≥4 34.9  27.4
2(p)  df;  V  (<0.001)  1;  0.06
CASP-12
Range  12--48  M
(SD)
34.8  (6.8)  38.5
(5.8)
t(p) df;  d  (<0.001)  1;  0.58
t = Student test; 2 = Chi-squared. Effect size: Cohen’s d = weak
(<0.50), moderate (0.50--0.80); V = Cramer (df 1 = weak: ≤0.10,
moderate: 0.11--0.49, strong: ≥0.50; df 2 = weak: ≤0.07, mod-
erate: 0.08--0.34, strong: ≥0.35; df 3 = weak: ≤0.06, moderate:
0.07--0.28, strong: ≥0.29). Moderate and strong effect sizes are
shown in bold.
CASP-12 = quality of life; EURO-D = depression; ADL = activities of
daily living.
Europe (C & N): Denmark, the Netherlands, Switzerland, Luxem-
bourg, Austria, Sweden, Germany, Belgium, France.
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wo  linear  regression  analysis  were  adjusted,  one  for  Spain
nd  one  for  Central-Northern  Europe  (Table  3).  All  the
ndependent  variables  were  introduced  in  a  single  step:
ge,  gender,  marital  status,  educational  level,  employment
tatus,  activities,  level  of  exercise,  economic  difﬁculties,
DL  deﬁcits,  physical  health  and  depression.  Variables  with
 high  degree  of  collinearity  and/or  low  coefﬁcient  of
ontribution  (ˇ  <  0.07)  were  eliminated.  The  ﬁnal  model
omprised  the  following  variables:  depression,  physical
ealth,  economic  difﬁculties,  ADL  deﬁcits,  educational  level
nd  physical  exercise.
The  variables  associated  with  a  lower  QoL  in  both  samples
ere  the  presence  of  depressive  symptoms,  poor  physical
ealth,  difﬁculties  making  ends  meet,  and  ADL  deﬁcits.
epression  was  the  variable  with  the  greatest  difference
etween  the  two  samples  (ˇ  =  0.444  vs.  0.361),  with  Spain’s,  et  al.  Depression  and  variables  associated  with
e.  Data  from  SHARE  2013.  Eur.  J.  Psychiat.  2017.
oefﬁcient  of  contribution  being  10  points  higher  (30.1%
s  20.1%).  Economic  difﬁculties,  ADL  deﬁcits  and  years
f  schooling  had  a  slightly  greater  weight  in  Spain,  while
Please  cite  this  article  in  press  as:  Portellano-Ortiz  C,  et  al.  Depression  and  variables  associated  with
quality  of  life  in  people  over  65  in  Spain  and  Europe.  Data  from  SHARE  2013.  Eur.  J.  Psychiat.  2017.
https://doi.org/10.1016/j.ejpsy.2017.11.002
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Table  2  Quality  of  life  (CASP-12)  and  associated  variables.
Mean  (SD)  Differences
Spain  Europe  (C  &  N)  Cohen’s  d
Age
65--69  years  36.5  (5.9)  39.9  (5.4)  0.60
70--74 years  35.9  (6.7)a 39.2  (5.6)a 0.53
75--79 years 34.6  (6.6)b,d 38.4  (5.8)b,d 0.61
≥80 years 32.1  (7.2)c,e,f 36.7  (6.1)c,e,f 0.68
F(p) 2 (<0.001)  0.06 (<0.001)  0.04
Gender
Male 36.1  (6.2)  39.0  (5.7)  0.48
Female 33.8  (7.1)  38.2  (5.9)  0.67
t(p) d  (<0.001)  0.34  (<0.001)  0.13
Marital status
Married  35.5  (6.4)  39.2  (5.5)  0.62
Single 36.7  (7.2)a 37.2  (6.1)a 0.07
Divorced 34.3  (7.9)b,d 37.4  (6.1)b,d 0.43
Widowed 32.5  (6.8)c,e,f 37.5  (6.3)c,e,f 0.76
F(p) 2 (<0.001)  0.04  (<0.001)  0.02
Education  level
0--5  years  32.4  (6.8)  37.6  (6.6)  0.77
6--8 years  35.8  (6.4)a 37.2  (6.0)a 0.22
9--12 years  36.4  (6.2)b,d 38.5  (5.8)b,d 0.34
>12 years  38.5  (5.4)c,e,f 39.7  (5.2)c,e,f 0.22
F(p) 2 (<0.001)  0.10  (<0.001)  0.02
Employment  status
Working 38.7  (5.1) 41.6  (4.8) 0.58
Retired 36.0  (6.2)a 38.6  (5.7)a 0.43
Housework 32.8  (7.1)b,d 38.3  (6.1)b,d 0.83
Unem./Disabled  28.2  (6.3)c,e,f 34.4  (6.4)c,e,f 0.97
F(p) 2 (<0.001)  0.07  (<0.001)  0.00
Activities
No 32.3  (6.9)  34.6  (6.9)  0.33
Yes 36.7  (6.1)  39.0  (5.5)  0.39
t(p) d  (<0.001)  0.67  (<0.001)  0.70
Exercise
Yes 37.2  (5.2)  40.2  (4.9)  0.59
No 33.6  (7.2)  37.0  (6.2)  0.50
t(p) d  (<0.001)  0.57  (<0.001)  0.57
Economic  difﬁculties
Great  difﬁculty  29.8  (6.8)  33.4  (6.8)  0.52
Some difﬁculty 33.3  (6.2)a 35.1  (5.9)a 0.29
Fairly easily  35.6  (6.3)b,d 38.4  (5.2)b,d 0.48
Easily 38.7  (5.2)c,e,f 40.4  (5.1)c,e,f 0.33
F(p) 2 (<0.001)  0.17  (<0.001)  0.13
ADL difﬁculties
No  36.5  (5.9)  39.6  (5.2)  0.55
1--2 29.8  (5.5)a 35.2  (5.5)a 0.98
>2 26.6  (5.8)b,d 31.6  (6.1)b,d 0.84
F(p) 2 (<0.001)  0.25  (<0.001)  0.16
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Table  2  (Continued)
Mean  (SD)  Differences
Spain  Europe  (C  &  N)  Cohen’s  d
Physical  health
Very  good  40.0  (4.6)  42.6  (4.0)  0.60
Good 37.5  (5.4)a 40.0  (4.7)a 0.49
Fair 34.1  (5.7)b,d 36.8  (5.4)b,d 0.48
Poor 27.9 (6.2)c,e,f 32.1  (6.3)c,e,f 0.67
F(p) 2 (<0.001)  0.32 (<0.001)  0.25
EURO-D
<4 37.7  (5.0)  40.2  (4.8)  0.51
≥4 29.4  (6.5)  34.0  (6.0)  0.73
t(p) d  (<0.001)  1.43  (<0.001)  1.14
F = ANOVA; Bonferroni post hoc contrast: a1--2, b1--3, c1--4, d2--3, e2--4, f3--4; t = Student test; effect size: eta-squared (2) = weak
(<0.05), moderate (0.06--0.13), strong (>0.13); Cohen d = weak (<0.50), moderate (0.50--0.80), strong (>0.80); CASP-12 = quality of life;
EURO-D = depression. ADL = activities of daily living; moderate and strong effect sizes are shown in bold.
Table  3  CASP-12.  Multiple  linear  regression.
Spain
CASP-12  r2 =  0.586  ˇ  p  r  CC
EURO-D,  depression  (Higher)  0.444  <0.001  0.679  30.1
Physical health  (Lower)  −0.200  <0.001  −0.546  10.9
Economic difﬁculties  (More)  0.205  <0.001  0.423  8.7
ADL difﬁculties  (More)  0.121  <0.001  0.461  5.6
Education (Lower)  −0.085  <0.001  −0.335  2.8
Exercise (No)  0.021  <0.001  0.238  0.5
F(df), p  629.2  (6,  3013)  <0.001
Collinearity:  Tol./VIF  0.65--0.88/1.13--1.53
Europe  (C  &  N)
CASP-12  r2 =  0.453  ˇ  p  r  CC
EURO-D,  depression  (Higher)  0.361  <0.001  0.557  20.1
Physical health  (Lower)  −0.221  <0.001  −0.493  10.9
Economic difﬁculties  (More)  0.217  <0.001  0.362  7.8
ADL difﬁculties  (More)  0.123  <0.001  0.355  4.4
Education (Higher  0.003  <0.001  0.144  0.0
Exercise (No)  0.076  <0.001  0.275  2.1
F(df), p  2137.7  (6.  17322)  <0.001
Collinearity:  Tol./VIF  0.71--0.92/1.06--1.40
F, ANOVA; r2, coefﬁcient of determination; ˇ, standardized beta coefﬁcient >0.07; t, Student’s test; r, Pearson correlation (order-zero);
; VIF,
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DCC, coefﬁcient of contribution (%), [(  ˇ × r) × 100)]. Tol, tolerance
CASP-12 = quality of life.
hysical  exercise  exerted  a  greater  weight  in  the  Central-
orthern  European  countries.
ain  indicators  of  QoL  and  depression  in  EuropePlease  cite  this  article  in  press  as:  Portellano-Ortiz  C
quality  of  life  in  people  over  65  in  Spain  and  Europ
https://doi.org/10.1016/j.ejpsy.2017.11.002
he  differences  in  QoL  mean  scores  (CASP-12)  between  the
ountries  were  moderate.  The  highest  scores  were  recorded
n  Denmark,  the  Netherlands  and  Switzerland,  and  the  low-
st  in  Spain,  France  and  Belgium  (Table  4).
D
w
( variation inﬂation factor.
The  differences  in  EURO-D  mean  scores  between
he  countries  had  a weak  effect  size,  while  the  differences
n  the  percentages  of  population  with  clinically  signiﬁcant
epressive  symptomatology  (≥4)  had  a  strong  effect  size.
he  highest  percentages  of  depression  were  recorded  in
pain,  France,  Belgium  and  Luxembourg  and  the  lowest  in
enmark,  the  Netherlands,  Switzerland  and  Sweden.,  et  al.  Depression  and  variables  associated  with
e.  Data  from  SHARE  2013.  Eur.  J.  Psychiat.  2017.
The  correlations  between  the  CASP-12  and  the  EURO-
 were  moderate  or  strong  in  all  countries  (r  =  −0.59),  and
ere  somewhat  lower  with  other  variables:  physical  health
r  =  0.51),  ADL  deﬁcits  (r  =  −0.40)  and  economic  difﬁculties
ARTICLE IN PRESS+ModelEJPSY-36; No. of Pages 10
Depression  and  quality  of  life  in  Spain  and  Europe  7
Table  4  Principal  indicators  of  QoL  and  depression  in  Europe.
Countries  n  CASP-12  EURO-D  CASP-12  correlations  EURO-D  correlations
Mean  (SD)  Mean  (SD)  ≥4(%)  EURO-D  Health  ADL  Econ.  Diff.  Health  ADL  Econ.  Diff.
r r  r  r  r  r  r
Denmark  1.901  41.2  (5.1)  1.6  (1.7)  15.8  −0.57  0.52  −0.42−0.28  −0.45  0.33  0.17
Netherlands  2.113  40.5  (5.4)  1.8  (1.9)  17.7  −0.54  0.44  −0.29−0.32  −0.39  0.26  0.21
Switzerland  1.611  40.5  (4.9)  1.9  (1.7)  19.1  −0.43  0.42  −0.29−0.36  −0.37  0.23  0.13
Luxembourg  655  39.6  (5.4)  2.5  (2.2)  29.4  −0.53  0.46  −0.35−0.26  −0.48  0.33  0.12
Austria 2.278  39.3  (5.8)  2.1  (2.0)  22.5  −0.57  0.49  −0.36−0.34  −0.49  0.34  0.20
Sweden 2.765  39.1  (5.2)  2.0  (1.8)  19.1  −0.47  0.47  −0.28−0.33  −0.42  0.22  0.21
Germany 2.545 38.6  (5.7) 2.3  (2.0)  24.5  −0.54  0.47  −0.36−0.40  −0.42  0.35  0.20
Belgium 2.632 37.7  (6.1) 2.4  (2.2) 27.8  −0.54  0.49  −0.38−0.31  −0.47  0.35  0.19
France 2.334  37.5  (6.1)  3.0  (2.3)  37.9  −0.59  0.53  −0.43−0.33  −0.46  0.33  0.18
Spain 3.355  34.8  (6.8)  2.9  (2.7)  34.9  −0.68  0.56  −0.46−0.42  −0.50  0.47  0.27
F/2;  p  <0.001  <0.001  <0.001  <0.001  <0.001  <0.001<0.001  <0.001  <0.001  <0.001
Effect size  2 =  0.07  2 =  0.03  V  =  0.16−0.59  0.51  −0.40−0.41  −0.46  0.37  0.23
Central-North.  18.834  38.5  (5.8)  2.4  (2.1)  27.4  −0.57  0.50  −0.38−0.37  −0.44  0.33  0.20
Spain 3.355  34.8  (6.8)  2.9  (2.7)  34.9  −0.68  0.56  −0.46−0.42  −0.50  0.47  0.27
t/2;  p  <  0.001  <  0.001  <0.001
Effect  size  d  =  0.58  d  =  0.20  V  =  0.06
F = ANOVA; 2 = Chi-squared. t = Student’s test; r = Pearson’s correlation; effect size: eta-squared (2) = weak (<0.05), moderate
(0.06--0.13), strong (>0.13); V = Cramer, df 1 = weak (≤0.10), moderate (0.11--0.49), df > 5 = moderate (0.13--0.22), strong (>0.22); corre-
lation: weak (<0.35), moderate (0.35--0.50), strong (>0.50); Cohen’, d = weak (<0.50), moderate (0.50--0.80), strong (>0.80). Moderate
and strong effect sizes are shown in bold.
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(r  =  −0.41).  The  Spanish  sample  showed  the  highest  correla-
tions  between  QoL  and  all  the  variables,  with  a  particularly
high  correlation  between  CASP-12  and  EURO-D  (r  =  −0.68).
The  correlations  of  the  EURO-D  with  the  variables  ana-
lyzed  in  all  the  countries  taken  together  had  a  lower  effect
size  than  those  of  the  CASP-12,  and  the  relationship  between
depression  and  economic  difﬁculties  was  not  very  signif-
icant.  In  Spain,  the  same  trend  occurred,  although  the
correlations  of  EURO-D  with  health  (r  =  −0.50)  and  ADL  dif-
ﬁculties  (r  =  0.47)  continued  to  have  a  relevant  effect.  The
complete  data  are  shown  in  Table  4.
Years  of  education  showed  notable  differences  between
Spain  and  the  rest  of  the  countries.  While  in  Spain  the  cor-
relation  with  the  CASP-12  was  0.33,  in  the  rest  of  countries
it  had  a  very  weak  value  of  0.14.  The  correlations  of  years
of  education  with  EURO-D  were  low  in  all  countries.
Discussion
Relationship  between  clinical  and
sociodemographic  variables  and  QoL
The  ﬁrst  objective  of  the  study  was  to  explore  the  relation-
ship  between  clinical  and  sociodemographic  variables  and
QoL  in  people  older  than  65  years  in  samples  from  SpainPlease  cite  this  article  in  press  as:  Portellano-Ortiz  C
quality  of  life  in  people  over  65  in  Spain  and  Europ
https://doi.org/10.1016/j.ejpsy.2017.11.002
and  from  Central-Northern  European  countries.  The  analy-
sis  showed  that  the  most  relevant  variables  associated  with
a  lower  QoL  in  both  samples  were  the  presence  of  depressive
symptoms,  poor  physical  health,  difﬁculties  performing  ADL,
a
Q
miff. = economic difﬁculties; ADL = difﬁculties in activities of daily
conomic  difﬁculties  and  not  engaging  in  social  activities
nd/or  physical  exercise.
These  results  corroborate  those  of  previous  studies  which
ave  indicated  negative  correlations  between  depression
nd  QoL.9,10 Regarding  physical  health,  several  studies  have
ound  an  association  between  poor  physical  health  and  a
igher  presence  of  depressive  symptoms,  greater  functional
ecline  and  more  difﬁculties  performing  ADL.3--6 Studies  of
he  practice  of  leisure  activities  indicate  that  they  improve
oL,21--23 decreasing  the  risk  of  marginalization  and/or  lone-
iness  in  older  adults.20,54 Likewise,  the  practice  of  physical
xercise  appears  to  be  associated  with  better  cognitive  func-
ioning,  a reduction  in  depressive  symptoms,  and  better
ell-being  and  higher  QoL  in  the  elderly.17,19 Finally,  eco-
omic  difﬁculties  are  an  obstacle  to  high  QoL,  due  to  the
ssociated  feelings  of  anxiety  and  insecurity.11--13
ifferential  aspects  in  QoL  in  Spain  and  Europe
he  associations  of  certain  variables  with  QoL  present
ifferences  between  the  samples  from  Spain  and  Central-
orthern  Europe.  While  older  age,  unemployment  and
ower  educational  level  are  related  with  a  lower  QoL  in
pain,  in  Central-Northern  Europe  these  associations  were
ot  signiﬁcant.  Our  results  for  the  Spanish  sample  are  in
greement  with  previous  studies  which  associated  younger,  et  al.  Depression  and  variables  associated  with
e.  Data  from  SHARE  2013.  Eur.  J.  Psychiat.  2017.
ge,  employment  and  high  levels  of  schooling  with  higher
oL.3--6,11--13,24,35,36,56
On  the  other  hand,  poor  physical  health,  ADL  deﬁcits  and
ore  economic  difﬁculties  were  more  strongly  associated
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ith  a  lower  QoL  in  Spain  than  in  the  other  countries
nalyzed.  Some  authors  attribute  the  differences  in  the
ariables  associated  with  depression  and  QoL  between
ountries  to  the  social  welfare  models  in  place.39,55 Other
tudies  associate  economic  difﬁculties  with  poor  health  and
he  presence  of  depression,  especially  in  southern  Europe,
tressing  that  social  welfare  models  may  be  able  to  mitigate
nd/or  reverse  the  effects  of  these  variables  on  QoL  in  older
dults.57
Some  authors  relate  possible  differences  in  the  per-
eption  of  QoL  with  national  characteristics  and  cultural
actors,58 while  others  emphasize  economic  aspects  and
ducation  as  the  key  determining  variables.38 The  type
f  social  policies  implemented  in  different  countries,  and
peciﬁcally  their  level  of  generosity,  may  also  inﬂuence  the
ifferences  in  perceptions  of  QoL.59 In  their  study  of
he  variables  affecting  loneliness  and  depression  in  differ-
nt  European  regions,  Van  Tilburg  and  Dykstra60 concluded
hat  social  welfare  models  should  be  taken  into  account  as
ell  as  individual  and  cultural  aspects.
In  a  study  using  data  from  the  2002  World  Health  Survey  to
ompare  seven  social  welfare  models  (Conservative,  South-
ast  Asia,  Eastern  Europe,  Latin  America,  Liberal,  South  and
ocial  Democratic),  respondents  from  countries  in  Southern
urope  were  more  likely  to  have  presented  depressive  symp-
oms  in  the  last  12  months.61 Also  coinciding  with  the  trend
ound  in  the  present  study,  other  research  has  found  associ-
tions  between  economic  income  and  social  inequality  and
epression  and  lower  QoL,  with  worse  results  in  Spain,  Italy
nd  Greece.62--65
However,  although  the  indicators  suggest  lower  QoL
n  Spain,  the  suicide  rate  in  older  people  (×100.000)
s  lower  (50--69  years  =  9.6/≥70  years  =  13.9)  than  in
he  European  countries  analyzed  (50--69  years  =  19.8/≥70
ears  =  20.9).39,66 Some  authors  attribute  this  to  the  greater
trength  of  the  family  system  in  Spain  which  may  act  as  a
rotective  factor.67
uality  of  life  and  depression
he  analysis  of  the  data  highlights  the  important  association
etween  depression  and  QoL  in  all  the  countries  analyzed,
nd  particularly  in  the  Spanish  sample.  They  are  two  differ-
nt  construct,  although  it  could  be  said  that  the  assessment
f  the  QoL  encompasses  a  wider  scope  than  the  depression
tself,  being  more  closely  related  to  the  analyzed  variables,
or  example,  the  economic  difﬁculties  in  the  whole  of  the
ountries  analyzed,  and  other  variables  such  as  the  years  of
ducation  in  Spain.
imitations  and  future  lines  of  research
ur  study  has  a  number  of  limitations.  First,  because  of  the
ata  collection  methodology  used  in  the  SHARE  project,  no
dditional  professional  evaluation  is  available;  this  means
hat  the  subjective  perceptions  recorded  cannot  be  assessed
bjectively.Please  cite  this  article  in  press  as:  Portellano-Ortiz  C
quality  of  life  in  people  over  65  in  Spain  and  Europ
https://doi.org/10.1016/j.ejpsy.2017.11.002
Second,  cognitive  aspects  of  QoL  have  not  been  taken
nto  account  in  this  paper,  even  though  cognitive  perfor-
ance  inﬂuences  and  conditions  the  possible  presence  of
epressive  symptoms  and  consequently  QoL.  Therefore,  a PRESS
C.  Portellano-Ortiz  et  al.
uture  line  of  research  would  be  the  study  of  cognitive
spects  to  evaluate  the  variables  associated  with  lower  per-
ormance  and  their  relation  to  depression  and  QoL  itself.
Finally,  the  differences  in  the  family  system  in  the
ountries  analyzed  and  their  repercussions  in  the  care  of
he  elderly  may  well  have  implications  for  the  perception  of
oL  and  should  be  assessed  in  more  depth  in  future  studies.
onclusions
he  main  variables  associated  with  a  lower  QoL  in  Spain  and
n  Central-Northern  Europe  were  the  presence  of  clinically
igniﬁcant  depressive  symptoms,  poor  physical  health,  dif-
culties  with  ADL,  economic  difﬁculties  and  not  engaging  in
ocial  activities  or  physical  exercise.  Depression  also  showed
 signiﬁcant  correlation  with  lower  physical  health  and  ADL
eﬁcits,  although  but  not  with  economic  difﬁculties.
As  differential  aspects,  the  Spanish  sample  showed  more
eﬁcient  values  in  all  the  variables  associated  with  QoL,
mphasizing  the  high  inverse  correlation  between  QoL  and
epression  and  the  high  direct  correlation  between  QoL
nd  years  of  education.
unding
th  Framework  Program  of  the  European  Commission  (SHARE
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nd  Retirement  in  Europe).
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